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- Copay Reimbursement Form

®
Adbry Phone: 1-844-MYADBRY (1-844-692-3279) Fax: 1-855-423-0011 Email: info@adbry-advocate.com

(tralokinumab-Idrm) Ad bry® advoc a@

Injection 150 mg < 300 mg

If you have commercial insurance and have paid your full copay within the last 90 days, you may be eligible #l °
L
for reimbursement of certain product-specific copay, coinsurance, or deductible costs for a prescription of 1'

Adbry® (tralokinumab-ldrm) injection under the Adbry® Copay Program.

]
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Reimbursement is subject to program terms, conditions, and eligibility rules. Payment of the reimbursement I .' h‘ '.- ]
is also subject to verification. Submission of this form is not a guarantee of payment. ﬁ
IMPORTANT REMINDER: Make sure you've enrolled in the Adbry® Copay Program before submitting this form. E . R :E
Scan the QR code to the right to enroll.

PATIENT INFORMATION

First Name M.l. ___ Last Name Date of Birth (MM/DD/YYYY)

Address

Address 2

City State ZIP Code

Phone Number Email Address

REIMBURSEMENT PROCESS

Please fill out all fields on this form completely and include the items listed below.
Forms submitted without these items will not be eligible for reimbursement. Adbry” Copay Program
Forms will generally take up to 7 to 10 business days to process. “Most commercilly insured patients
BIN: 610852
B Attach a copy of your Adbry prescription label (prescription receipt from the may $ * Group: 06780166
pharmacy that includes name and address of pharmacy, dosing, and days’ supply) pay as PCN: 2001
= ID:
- o ., : little as
B Fill in the following information in the boxes below, or provide a copy of the front
. ) *Restrictions Apply. See Full Terms, Conditions, and Eligibility Rules. For more information about LEO Pharma savings program options,
of your copay card. See image to the right for reference Call T BaA NIYADBRY (1844 692-3279)
Adbr,'/ Adbryr\s aregistered trademark and Advocate™ is a trademark of LEO Pharma A/S. .
Member ID: _ (rakimunabidm] ©2024 LEO Pharma Inc. All rights reserved. MAT-74803 September 2024. Adbry advocate/,
e Not an actual card

Include patient certification and signature (see below)

SUBMIT REIMBURSEMENT REQUEST AND ATTACHMENTS VIA MAIL OR FAX TO:

Mail: Adbry® Copay Program, 2250 Perimeter Park Dr, Suite 300, Morrisville, NC 27560 Fax: 1-877-328-0140

I, (Patient/Caregiver/Legal Representative) certify that the information provided for this
reimbursement request is accurate to the best of my knowledge, and the product-specific copay, coinsurance, or deductible
expenses requested for reimbursement were actually incurred. My prescription for Adbry® was not paid in whole or in part (either
directly or through dependent coverage) by Medicare (including Medicare Part D), Medicaid, VA, DOD, TRICARE, CHIP, or other
federal or state programs including any state pharmaceutical assistance programs.

Patient Name (Print)

Legal Representative Name (Print)

Patient/Legal Representative Signature Date \—/,
If you have questions about the Adbry® Copay Program or you wish to discontinue your participation, ®
please contact us at 1-844-692-3279. A ry

The LEO Pharma logo and Adbry® are registered trademarks of LEO Pharma A/S. (tral()kl n u mab-ldrm)

Advocate™ is a trademark of LEO Pharma A/S. ..
© 2024 LEO Pharma Inc. All rights reserved. MAT-74768 September 2024 Injection 150 mg * 300 mg






